
PIN: ______________

Florida Vaccines for Children (VFC) Program     

Vaccine Usage Worksheet 

Dates Vaccine Administered 

From: _____________

To: _______________
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Medicaid

No Insurance

Underinsured

American Indian/Alaskan Native

Total by Age

* Check the appropriate boxes for eligibility and vaccines.

Total Children Immunized by 

Age and VFC Eligibility

American 

Indian/

Alaskan 

Native

VFC Eligibility*

VFC Program Vaccines*

Totals

Patient Name 

or ID

This form may be requested by the VFC Program. This form contains patient information. To ensure patient privacy, DO NOT SEND 

WITHOUT CALLING A VFC PROGRAM REPRESENTATIVE AT 1-800-483-2543.

This form can also be sent through the mail.

VFC Program Mailing Address: Florida Department of Health           VFC Program Inbox: floridavfc@flhealth.gov

                                                  Immunization Section

                                                  4052 Bald Cypress Way, Bin A-11

                                                  Tallahassee, Florida 32399-1700

Under-

insured
Medicaid

No 

Insurance

1-6 Years

Shot 

Date

7-18 Years< 1 Year

                 10/2015


